
COUNTY OF LOS ANGELES 

TREASURER AND TAX COLLECTOR 


225 N. Hill Street Room 109, P.O. Box 54970, Los Angeles, CA90012 

BUSINESS LICENSE APPLICATION REFERRAL 

SUMMARY SHEET 


KIND OF BUSINESS: MASSAGE PARLOR-GENERAL /SC 

ADDRESS OF BUSJNESS: 18920 SOLEDAD CTN RD, SANTA CLARITA, CA 91351 

TELEPHONE: (661) 250-8885 

OWNER OF BUSINESS: CUIFENG WANG 

CAL. DR. UC.# : 

NAME OF PERSON FINGERPRINTED: 

FICTITIOUS NAME: MASSAGE GOOD HAND SPA 

MAILING ADDRESS: 

DATE THAT YOU STARTED BUSINESS: 

PREVIOUS OWNER'S NAME, IF KNOWN: 

THIS IS AN APPLICATION FOR: NEW UCENSE 

APPROVED SIGNATURE 

D I. Animal Care & Control 

D 2. Risk Management 

[X] 3. Building & Safety YES 10/01/15 tchen 

[X] 4. Fire Department YES 10/20/15 tchen 

[X] 5. Public Health YES 03/24/16 nlove 

D 6. Treasurer & Tax Collector 

00 7. Business License Commission 

[X] 8. Sheriff Department YES 04/07/16 nlove 

00 9. Regional Planning Commission YES 09/29/15 ddo 

D 10. Weights and Measures 

00 11. Publishing YES 04/14/16 tchen 

12. Public Works - EPD D 
13. Sheriff Fingerprint YES 04/07/16 nlove00 
14. Emergency Medical Services D 

Conditions: 

BASIC LICENSE NO. 8430 DATE 04'07/16 IDENTIFICATION NUMBER 142718 



__ ______ _ 

j Home Address: 

! 
i Home Telephone: 
! 
I 

!
l Driver's license or State ID#: 
I 

l--~~!!:_=_£..i:~~~~-..x Height ~eight----.. J Hair Color===· Eye Color -llllilt_______________J 

Los Angeles County Treasurer and Tax Collector .-lyi·~\"-::.~ 
1-i.·, 

' .Application for Business License 

Please note: Business License fees are NOT refundable 

Fee: $ ell 58" r OQ ID# /4(1_7 Ir-

BUSINESS INFORMATION 

Business Telephope
6
: I 

b ;J..S!J - g 
Mailing Address: 

I 
j Sellers Permit# (State Board of Equalization): 
I
i Business Ownership Structure: Single Owner Partnership __ LLC __ Corporation __ 
\ tf LLC or Corporation, the information below is required: 

i Date of Incorporation: Incorporated in the State of: 

J Exact Corporate Name: 
Names of Officers Addresses Titles 

I 

l---------------·---------'------.....___ --------------------- ___________________________________J 

APPLICANT INFORMATION 
---·-----~ 

[""Applicant's Full Nam~-:------1 .-/--· c r - - i 
i 

1 lw 0.11;; ~ w~_:J 

The information contained herein is true and correct to the best of my knowledge and belief. As a condition of the issuance of the 
license applied for, I agree to submit any additional information that may be required, to conduct all phases of this business 
license in accordance with regulations established for such business and to maintain all trucks and/or equipment that may be 
used in connection therewith in conformance with all applicable laws, ordinances and regulations. 

Date: Qtj/J-3/~S Applicant's Signature: ___C_IA_-_/_/l_-en___,9'--_W a_·'Y1_.J.£.J 
I I 

Application taken by: ___!!j,~=----------------- Date: 9-:.:ra.-i 5 



COUNTY OF LOS ANGELES 

TREASURER AND TAX COLLECTOR 


225 N. Hill Street Room 109, P.O. Box 54970, Los Angeles, CA 90054-0970 

BUSINESS LICENSE 

APPLICATION REFERRAL 


KIND OF BUSINESS: MASSAGE PARLOR-GENERAL /SC 

ADDRESS OF BUSINESS: 18920 SOLEDAD CYNRD, SANTA CLARITA, CA 91351 

TELEPHONE: (661) 250-8885 

OWNER OF BUSINESS: CUIFENG WANG 

CAL. DR. LIC.# 

NAME OF PERSON FINGERPRINTED: 

FICTITIOUS NAME: MASSAGE GOOD HAND SPA 

MAILING ADDRESS 

DATE THAT YOU STARTED BUSINESS: 

PREVIOUS OWNER'S NAME, IF KNOWN: 

THIS IS AN APPLICATION FOR: NEW LICENSE 

BUILDING & SAFETY 
SANTA CLARITA 

\ /"• 

,1 ( 

I ~·L ABPROVAL 1.1 DENIAL ,,Y

Clf···~;0_,/t,{}{.k(_j;} CL (
RECOMMENDATION: ···········-· ' ... /. ~ ···-··---···--------------····-..··-·---··---..------··-··-·.. 

·7~{)_,l::1 .. ·t~?.1!_~:_· -----·--·--------·· 

SIGNATURE: _() i~ff__ 
BASIC LICENSE NO. 8430 DATE 09/25/15 IDENTIFICATION NUMBER 142718 



10/13/2015 TUE lli40 FAX 5612861134 ~~~Lind• Trejo 

Oct 10 2015 17:49 FS 107 6612985044 page 2 

10/0~/201' FRI lOz51 •~x ~-~~i,11~4 ~MY FS 107 

ljID00::!/010 

COUNT~ OF LOS ANGJ~l.ES 
TRRASUIU~R AND erAX COJ,,,J.1E<:J'OU 

2?.5 N.1-1111 Stroi!ot Room 109, P.O. llcu1 $49?01 l,!,)~ AnfjOle$, CA !)00$11·~70 

D117 

BUSINl~S J..ICENSJ~ 
APPUCA. TlON REl•'J~URAL 

J() (-~··· 

?ClND o~· lltJSlNI!SS~ M.M.iSAGE l.>AJU".,OJl-GRNEJL\L /SC 

ADDRESS 0FBUSJNF.,$S: J8!)2;() SOLJ&OAJ) CYN nn, SAN'l'A CJJA.ltl'l'A. CA ~1351 

'llil..SPHONB: (661) lSll~ff8S5 

OWNnltOJ? BUSINESS: C'VW•~NG WANG 

CAI... Olt.UC,fl: 

NAME Of' Pl!RSON FlNCUlllFlONTED: 

F.IC'J'JTJOUS NM1B: MASSAGE GQOD JfA?"fll SPA 

MAlLJNO ADOIWSS 

DATE 'Jl-IAT YOU STARTEDl~USlN~~S: 


J>RIWIOlJS OWNBR1SNAM.g, U• !<NOWN~ 


TH'.[$ JS AN Al'>.t'JLICA'l'CON FOR.:NEW UCJt.NSE 


n.~,-...~.,.-~,.,.,__,.._....._._•··•lw.W.•t_.. .....,......;:u.----._.,,___"' ..-•,..-..-..·--.,..~..."~ff¥-""_'_"._.. 1:'•·•t------.,r~ ....-.• .-.-~.,_,. 

FIRE ))EPARTM:ENT 
LACOUNT\' 

[J Db"NlAl~ 

nacoMMBNPA'!lON: 

PA1·~ 0!111511 S IDl?NTJF'lCATlON NVMJ3illl. l4171S 

l 
I 
I 



COUNTY OF LOS.ANGELES 

TREASURER ANl) TAX COLLECTOR 


225 N. Hill Street.Room 109, P.O. Box 54970, Los Angeles, CA 90054-0970 


BUSTh"ESS LICENSE 
APPl.JCATION REFERRAL 

KIND OF BUSINESS: !VfASSAGE PARLOR-GEl\1ERAL /SC 

ADDRESS OF BUSINESS: 18920 SOLEDAD CTN RD, SANTA CLARITA, CA91351 

TELEPHONE: (661) 250-8885 

nWNER OF BUSIN"ESS: CUIFENG WANG 

CAL. DR: UC.# : 


NAME OF PERSON FINGERPRINTED: 

FICTmous NA.ME: MASSAGE GOOD HAND SPA 

l\1AILING ADDRESS: 

DATE THAT YOU STARTED BUSINESS: 


PREVIOUS OWNER1S NAME, IF KNOWN: 


THIS IS AN APPLICATION FOR: NEW UCENSE 


PUBLIC HEALTH 
LA COUNTY 

1S4 APPROVAL 0 DENIAL 
,. ' 

BASICLICENSENO. 8430 

I 

!DENTIFICATIONNUMBER 142718 




COUNTY OF LOS ANGELES 

TREASURER AND TAX COLLECTOR 


225 N. Hill Street Room 109, P.O. Box 54970, Los Angeles, CA 90054-0970 

BUSINESS LICENSE 

APPLICATION REFERRAL 


KIND OF BUSINESS: MASSAGE PARLOR·GENER<\L /SC 

ADDRESS OF BUSINESS: 18920 SOLEDAD CYN RD, SANTA CLARITA, CA 91351 

TELEPHONE: (661) 250-8885 

OWNER OF BUSINESS: CUIFENG WANG 

CAL. DR. LIC.# 


NAME OF PERSON FINGERPRINTED: 


FICTITIOUS NAME: MASSAGE GOOD HAND SPA 


MAILING ADDRESS: 

DATE THAT YOU STARTED BUSINESS: 


PREVIOUS OWNER'S NAME, IF KNOWN: 


THIS IS AN APPLICATION FOR: NEW LICENSE 


_____.;..,.._________.:.;..___._________ 

REGIONAL PLANNING 
SANTA CLARITA 

r:-iAPPROVAL D DENIAL 

.....................___..............................
-~---·----

BASIC LICENSE NO, 8430 DATE 09/25/15 IDENTIFICATION NUMBER 142718 



' ' 

vCOUNTY Of LOS Al~GELES 


TREASURER AND TAX COLLECTOR 

5 N. Hill Street Room 109·, P.0. Box 54970, Los Angeles, CA 90054-0970 o<;,...X 

. . )~ · Ol 

BUSINESS LICENSE 

APPLICATION REFERRAL 


KIND OF BUSINESS: ~i~ss.i(G-E P~.ffi.LOR-GENERU /SC 

ADDRESS OF BUSINESS: 18920 SOLEDAD CYN RD, SANTA CLA..RITA, CA 91351 

TELEPHONE: (661) 250-8885 

O\VN'EROF BUSH.JESS: CUIFENG W.ANG 
. '1 1· ,·.- 'j I.• 

I 0, vcr-
CAL DR. UC.# 

NAtYfE OF PERSON FINGERPRINTED: 


FICTITIOUS NA1vfE: l\rlASSAGE GOOD HAND SPA· 


lVlAILING ADDitESS: 

DATE THAT YOU STARTED BUSINESS: 


PREVIOUS OWNER'S NAl'vfE, IF K._NO\VN: 


THIS IS AN APPLICATION FOR: NEW LICENSE 


..----.. -------- 

SHERIFF FINGERPRINT 
LA COUNTY 

. ~PROVAL DENIAL 

_________......,_.______________..___RECO~HvlEN'DATION: ' 

--·-·······-···---···-- ·-----···---····-··- -····--- 

SIGNATURE: L&G!.~J- S-3 L:uJv -·---- DATE: l{ ( \.LL~------. _,-

/ 
BASIC UCENSE NO. 8430 DA TE 09/25/15 

~\ \ :d-S 


